The WHO definition of Health includes not just the absence of illness but also a complete state of physical, social, and mental wellness. 1 The increasingly mechanistic and technical model of medicine, concerned only with eradication of disease and symptoms, reinforces the need to introduce a humanistic element into health care. Quality of life (QOL) is defined as an individual's perception of their position in life in the context of the culture and value systems in which they live and in relation to their goals, expectations, standards and concerns.
Patients and Methods
Research was carried out with adult patients who were hospitalized for at least 2 weeks in the clinics of the Internal Medicine Department of the Istanbul Medical Faculty between October 1999 and June 2000. Out of 145 patients recruited for the study, 24 dropped out for clinical or other reasons and 22 failed to provide adequate data and were excluded. A total of 99 patients with various diseases, mostly chronic, were included.
WHOQOL is a generic QOL instrument, which was developed through an international collaboration of 15 simultaneously involved field centers. The aim was to develop a QOL assessment that would be applicable crossculturally. 2 We used a local version of WHOQOL-100, which had 103 items and 7 domains and with good testretest reliability, and construct, discriminate and criterion/concurrent validity. Scores ranged from 1-100. High scores indicate good QOL. 3 The questionnaire consisted of social and demographic variables (age, gender, marital status, education, personal belief), hospitalization-related variables (duration, frequency), disease variables (diagnosis, duration), and symptom information. We used t-tests and one-way analyses of variances (ANOVA) to assess significant differences across groups.
Results
The mean (±SD) age of the 99 patients was 41±17 years (15-79 years). Women (mean age 40±14) formed the largest group (n=62, 62.6%). The mean age of the men (n=36, 37.4%) was 42±18 years. 37.8% of male patients were single, 54.1% were married, and 8.1% were widowed; 33% of female patients were single, 48% were married, and 19% were widowed. The mean duration of sickness was 75±90 months (ranging from 1 to 360 months), and the mean duration of hospitalization was 4.1±2.9 weeks (ranging from 2 to 18 weeks).
The social pressure domain had the highest score (71±22) of the QOL domains (Table 1) . Spirituality/religion/personal belief was the least affected domain followed by social relationships, environment and level of independence. The physical domain had the worst scores (47±18) ( Table 1) . Personal relationships were the least affected facet, although mobility, dependence on medical substances and medical aid and energy facets were the most affected ones ( Table 2) .
Women had lower levels of QOL in all domains and facets compared with men. Men had significantly better scores at facets of sleep and rest, bodily image and appearance, personal relationships, physical freedom, physical safety and security, home environment (P<0.05), health and social care (accessibility and quality) (P<0.01), and all domains of social relationships and environment (P<0.05).
Higher age correlated negatively several facets (Table 2 ), including energy, sleep and rest (P<0.001), mobility, activities of daily living, work capacity (P<0.01), positive feelings, thinking, learning, memory and concentration, opportunities for acquiring new information and skills (P<0.05), and the domains of physical health, level of independence (P<0.001), and social relationships and psychological health (P<0.05) ( Table 1) . Dependence on medicinal substances and medical aids increased with age (P<0.01). Married people reported better satisfaction on the positive feelings facet and physical health domain, compared to unmarried, divorced or widowed people, whereas single patients had better scores on the energy facet (P0.05). Social support decreased with the duration of hospitalization (P<0.05). Overall QOL and health status ranged from '1' (very poor) to '5' (very good). Women (2.38±1.09) had worse perceived overall QOL and health status than men (2.86±0.9) (P=0.02). Pain and discomfort, dependence on medicinal substances and medical aids (P<0.001), and negative feelings (P<0.05) all had a negative correlation with overall QOL and health status. A significant positive correlation was found with energy, sleep and rest, mobility, activities of daily life, work capacity, participation in and opportunities for recreation/leisure (P<0.001), thinking, learning, memory and concentration, self-esteem (P<0.01), positive feelings, sexual life, physical environment, and opportunities for acquiring new information and skills (P<0.05). Overall QOL and health status had a positive correlation with physical health, psychological health and level of independence domains (P<0.001), as well as social relationships and environment (P<0.05).
Patients with heart diseases had worse sleep and rest (P=0.01) scores but had better scores on personal relationships (P<0.05) compared with the rest of the study group. In general, work capacity was better for patients who didn't have cancer (P=0.01). Diabetics had significantly high scores on dependency on medicinal substances and medical aids (P<0.001); and positive feelings and opportunities for acquiring new information and skills (P<0.05). Diabetics had lower scores across all domains but only social relationships and level of independence had significantly low scores (P<0.05). Patients who had infectious diseases had lower scores than others in the domains of psychological health, environment (P<0.05), level of independence (P<0.01) and facets of positive feelings (P<0.01), self-esteem mobility, work capacity (P<0.05), opportunities for acquiring new information and skills (P=0.005) and overall QOL and health status (P=0.005). Patients who had psychological problems had bad scores in the domains of social relationships (P=0.01) and social pressure (P<0.05). Patients who had only one disease had better physical health, and opportunities for new information and skills (P<0.01), than those who had more than one.
Pain negatively correlated with overall QOL and health status (P<0.05). Sleep and rest (P<0.01) and financial recourses (P=0.003) facets and the domain of physical health (P<0.05) had worse scores than patients with more than one symptom.
Discussion
Social pressure as a national item had the highest scores among all patients. During the fieldwork, Fidaner et al 3 found there was a need for this item. Social pressure had a relatively low correlation with other parts of the instrument. Fletcher at al 4 observed that social pressure had increased with illnesses. The least affected domain among our subjects was spiritual/religion/personal beliefs. Patients who had religious beliefs reported having more hope for recovery, and emotional comfort was stronger. Their confidence in the future, peacefulness, productivity and general satisfaction with life were better. 5 Destiny and faith has an important place in Turkish Islamic culture and this might have an effect on patient coping with illness.
Physical health had the worst scores among all patients in general. Research conducted on diabetic patients showed that physical and social functions are the most affected domains. 6 Bergner 7 reports that physical impairment occurs or increases with age and that has a negative effect on emotional satisfaction and general satisfaction with life. A QOL evaluation with WHOQOL-100 in patients with HIV-1 infection revealed that age had a significant negative impact on the social relationship domain. 8 On the other hand, life satisfaction was found to be increased among patients over 65 years of age with chronic kidney failure. 9 Women had worse QOL than men among all domains and facets of our study. Although Fidaner et al, 3 the WHOQOL Group in Turkey, found that gender had no significant correlation with QOL, other research conducted on diabetic patients using SF-36 reported that women had low scores on energy and mental health. 10 Some researchers suggest that the low QOL scores of women could be due to not only disease but to the reaction to disease. 11 One of the reasons women have more tendency to depression is their more frequent exposure to negative aspects of life than men. 12 In Turkey, most women don't have economic freedom or an outside job, and their life is limited to the domestic environment. They tend to be separated from outside society and have low education levels. 13 The authors think that the socioeconomic and cultural status of women in Turkey might have an negative impact on general satisfaction with QOL.
With the evaluation of overall QOL and health status, 81% of our subjects reported very poor, poor or neither poor nor good. The literature shows a strong positive correlation between overall QOL and health status and the rest of the instrument. 3, 14, 15 Taking this into account we could say that the vast majority of inpatients didn't have good QOL. Patients with heart disease had significantly lower scores on the sleep and rest facet compared with the patients without heart disease. Although it is not specific to diseases, sleep disturbances are thought to be an alarming aspect of disease severity. 16 Skevington 17 stressed the importance of sleep and rest by including it in most of the frequently affected parameters of QOL with pain. Skevington 17 examined the impact of pain on QOL and found that pain and discomfort made a significant impact on perceptions of general QOL related to health. The QOL scores were the lowest in the patients who had the highest pain levels.
We conclude that the satisfaction of overall QOL and health status was low among hospitalized patients, particularly in women. Activity related facets like mobility and energy were found to be the worst of all facets. The physical domain had the lowest scores. We, therefore, believe that it is essential to determine which aspects of QOL for hospitalized patients have deteriorated and to what extent. It is possible to evaluate their requirements in order to provide multidimensional health care.
